Background: There has been increased advocacy to involve healthcare providers in the prevention
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Original Article
Assessment of the structural validity of the domestic violence healthcare providers' survey questionnaire using a Nigerian sample Ime A John, P a,* Introduction ntimate partner violence (IPV) against women remains a public health concern worldwide despite significant law reforms aimed at curbing abuse in various countries.P 1-3 P This is indicative of the fact that secondary prevention measures on their own may not be reaching the desired goal. Resources thus should be redirected towards primary prevention. Healthcare professionals can play an important role in this regard through screening for IPV among their patients. Over the past decade, a number of instruments to assist healthcare providers in screening for IPV have been developed, particularly in Europe and America.P 4-10 P Despite these developments, barely 10% of health care providers screen for IPV in those settings evidencing barriers to screening for IPV in healthcare.P 11, 12 screening can be realized. In this paper, emphasis is laid on the former.
A number of instruments have emerged in the past decade to assess providers' readiness to screen for IPV.P 13, 14 P Among the most comprehensive of them is the Domestic Violence Healthcare Provider Survey Scales (DVHPSS).P 15
P
The scale measures healthcare professionals' readiness to screen in terms of their perceived knowledge/ efficacy in screening, conflicting professional roles, availability of social support networks to which IPV victims can be referred, whether inquiries into IPV may pose safety challenges for patient/care providers and providers' general attitudes towards screening for IPVP P . The DVHPSS has been validated in the western context but to the best of our knowledge, is not yet in use in the Sub-Saharan African context. Thus, knowledge of the readiness of healthcare providers to screen for IPV in the SubSaharan African context, as well as of their screening behavior per se remains elusive. This study sets the foundation to fill this knowledge gap by validating the DVHPSS for use in Nigeria.
Specifically, this study will assess the structural validity of the DVHPSS in terms of its factorial structure and sub-scale reliability.
Methods
Study settings, design and participants
This study was carried out at the Amino Kano Teaching Hospital, in Kano, Nigeria, which is the largest multidepartmental federal health institution in Kano state. The staff and patients have a multi-ethnic background and speak English, the official language in the country. In general, the staff members at this hospital have not undergone any specific training in screening for IPV. All Health Care Providers having regular contact with patients (i.e. n = 430) were informed of the study by department heads and invited to participate. Self-administered questionnaires were sent to the eligible participants of which two hundred and seventy four (response rate of 64%) returned the completed questionnaire. Voluntary participation was emphasized and informed consent given. The participants included Psychiatrists, Obstetricians and Gynecologists, Pediatricians, Physicians, Laboratory Scientists, Opticians, Nurses and Midwives. Only those laboratory employees who sometimes meet patients were included. The professions with less than 5 participants (i.e. opticians and laboratory Assistants) were grouped under ''others''. Table1 shows some demographic and occupational characteristics of the participants.
Ethical consideration
This study received ethical approval from the Nigerian Institute of Medical Research, Lagos, Nigeria and the authorities of Aminu Kano Teaching Hospital, Kano. The aims and relevance of the study were further emphasized in a separate document accompanying the questionnaires. Questionnaires were delivered to all the clinical and laboratory departments within the hospital. Only laboratory employees who sometimes meet patients were included. Voluntary participation was emphasized, privacy guaranteed and informed consent given. Participants dropped off the filled questionnaires at a special collection point centrally located at the hospital.
Instrument measures
The Domestic Violence Health Care Provider Survey Scale measures healthcare providers' readiness to screen for IPV as well as actual screening activity.P 15
P
The instrument has been previously validated with promising results in developed countries. This paper attempts to assess its structural validity in the Nigerian context. The questionnaire consists of the following 5 subscales:
The perceived self-efficacy subscale (4 items) which assesses providers' own perceived efficacy in inquiring about IPV (details in table 2).
The system support sub-scale (4 items) which assesses healthcare providers' access to support networks for referral/management of IPV victims (details in table 2).
The professional roles resistant/fear of offending clients sub-scale (6 items) which assesses providers' opinions on whether inquiries about IPV may conflict with ethical issues governing their communication with clients (details in table 2).
The blame victim sub-scale (7 items) which assesses providers' attitudes towards victims (details in table 2).
The victim/provider safety sub-scale (10 items) which assesses provider perception on whether inquiring about IPV from batteres would further jeopardize victim/care provider safety (details in table 2).
All items require the respondent to take a position on specific statements. The response alternatives to each statement range from 1 (strongly disagree) to 5 (strongly agree).
Some of the items (statements) are phrased in a way such that their scores need to be reversed to match with other items in the same scale before any further analysis can be done.
Statistical analysis
Exploratory factor analysis using principal component method was performed to test underlying factors and their stability as expressed in the factor loadings. Varimax rotation was applied to limit the number of high loadings under the same factor. This would enhance clearer identification of items emerging under each subscale. Criteria for the number of resulting significant factors was based on Kaiser Criterion and confirmed with screen plots.P 15-17 P Items with factor loading of at least 0.30 were considered significant; this is based on criteria for significant correlation.P 18 P The contribution of each factor in explaining the total variation in the item pool was reported. Significant factors (i.e. those having a highest loading of over 0.30) were tested for internal consistency using Cronbach's Alpha. Each item was then scrutinized further to assess whether the removal of that item would improve the alpha coefficient. If removal of an item implied improved alpha, that item would be removed and the reliability test rerun without that item. The process would continue until a point of saturation was reached (i.e. removal of additional items would not improve alpha). Alpha coefficients of at least 0.70 were considered significant, a threshold adequate for research purposes.P 19, 20 P The resulting items/scales following the reliability test were then re-examined in a new factor analysis. If any of the highest item loadings was less than 0.30, the process described above (i.e. series of factor analyses and reliability test) would continue until all remaining items loaded at least 0.30, the a priori set threshold. Where double loadings were evident, the item was assigned to the factor under which it loaded highest. Bivariate correlations were run to investigate the factor distinctiveness of the final factor solution.P 19, 20 P Prior to the above analyses, certain procedures were carried out to clean data. First, only participants who had responded to all items were included in the analyses above as failure to do so may introduce erroneous estimates. Second, items were checked for normality using the skewness statistic and its confidence interval. Skewness statistic of magnitude zero is an indication of perfect symmetry. All analyses were run with SPSS version 16.
Results
Data cleansing
Only participants who had responded to all items of the original scales were assessed in the factor analyses and reliability tests. This resulted in a total of 162 participants (59% of total respondents to the questionnaire). The results of the normality test revealed that the confidence intervals for the skewness statistic for each of the 35 items included, or was close to, zero, suggesting minor or no violation of normality assumptions.
Initial factorial structure with all items
When all items of the original instrument were included in the factor analysis, 6 factors emerged based on the Kaiser Criterion (Eigen values > 1) ( original DVHPSS exhibited significant factor loading according to the a priori decided threshold of 0.30 (table 2) .
Factor 1 emerged as professional role resistant/fear of offending the patients subscale with all but two items of the original scale loading significantly under this factor. Moreover, one item that in the original instrument belonged to the provider safety scale (i.e. "when challenged, batterers frequently direct their anger towards healthcare providers) now loaded significantly under factor 1. This factor included a total of 7 items and explained 17% of the variation in the total item pool.
Factor 2 emerged as Blame victim subscale with all 7 items of the original scale loading significantly under the same. The factor explained about 14.5% of the variation in the total item pool.
Factor 3 reflected a victim safety subscale component, though two additional items from the originally perceived self-efficacy and professionally resistant subscales respectively (i.e. "I have ready access to information detailing management of domestic violence" and "I think that investigating the underlying cause of a patient's injury is not part of medical care") now loaded significantly under this factor. This factor included a total of 5 items and explained 6.5% of the variation in the total item pool.
Factor 4 emerged as a perceived self-efficacy subscale with all but two of the items in the original subscale loading significantly under this factor. This factor included a total of 5 items and explained about 5.4% of the variation in the total item pool.
Factor 5 emerged as system support subscale with all 4 items of the original scale loading significantly under this factor. The factor explained about 4.8% of the variation in the total item pool.
Factor 6 reflected a Provider safety subscale with three of the original six items in the victim/provider safety scale loading significantly under this factor. The factor explained 4.3% of the variation in the total item pool.
Internal reliability
Only items with highest loadings of 0.30 and above were subjected to a reliability test. Thus, 4 items of the total 35 were dropped (i.e. "I don't have time to ask about Domestic Violence in my practice", "If patients do not reveal abuse to me, then they feel it is none of my business", "There is not enough security at my work place to safely permit discussion of domestic violence with batterers" and "I am reluctant to ask batterers about their abusive behavior out of concern for my own safety").
As indicated in table 3, the internal reliability of the 7 items of the professional role resistant/fear of offending the patients subscale (meeting above criteria) was 0.80. Removal of additional items from this scale would only reduce the internal reliability as expressed in the column "Cronbach's alpha if item removed" of table 3. In addition, the internal reliability of the 7 items of the Blame victim subscale (meeting above criteria) was 0.77. Removal of additional items from this scale would only reduce the internal reliability. The internal reliability of the 5 items of the new victim safety subscale was 0.73. However, removal of two of these items (i.e. "I have ready access to information detailing management of domestic violence" and "I think that investigating the underlying cause of a patient's injury is not part of medical care") was bound to improve alpha. Thus, when these items were removed alpha increased to 0.78. The internal reliability of the 5 items of the perceived self-efficacy subscale was 0.77. Removal of additional items from this scale would only reduce the internal reliability. Likewise, the internal reliability of the 4 items of the system support subscale was 0.73. Removal of additional items from this scale would only reduce the internal reliability. Finally, the internal reliability of the 3 items of the provider safety subscale was 0.72. Removal of additional items from this scale would only reduce the internal reliability.
In total therefore, the reliability test dropped an additional two items.
Final factorial structure
The items emerging from the reliability test (i.e. 29 items) were now subjected to a new factor analysis. As indicated in table 4, six factors emerged based on Kaiser Criterion (Eigen values > 1) and all items now loaded significantly (i.e. highest factor loadings of at least 0.30) under respective factor. The explanatory power of each factor in explaining the total variation in the item pool is also reported in table 4.
Inter-factor correlation
As indicated by the bivariate correlations in table 5, significant correlations ranging in magnitude between 0.17-0.53 were found between most factors.
Discussion
The factorial structure and internal reliability of the Domestic Violence Healthcare Provider Survey Scales (DVHPSS) in a sample of Nigerian healthcare providers was tested and the instrument to a small extent refined following a priori defined criteria for inclusion. The analysis was thus designed so as to maintain only items an factors that met these criteria. The Women who choose to step out of traditional roles are a major cause of DV.
0.74
The victim's passive-dependent personality often leads to abuse. 0.76
The victim has often done something to bring about violence in the relationship 0.75 results in many regards mirrored that of the original instrument. The factors "blame the victim" and "system support" in the original questionnaire was confirmed in our data without any exceptions (i.e. all items in the original subscales met inclusion criteria in our data). Though the other factors did not differ substantially from the original scales, some important observations warranting acknowledgement were made. First, the victim/provider subscale that formed a distinct sub-scale in the original instrument was split up in our data into two separate scales i.e. victim safety and provider safety subscales. This suggests that healthcare providers in the setting studied recognize victim and provider safety as two distinct aspects of screening for IPV unlike their peers in the developed countries.P 15
P
In addition, some aspects related to victim and provider safety (i.e. "There is not enough security at my work place to safely permit discussion of domestic violence with batterers" and "I am reluctant to ask batterers about their abusive behaviour out of concern for my own safety") were dropped out subsequently in the analysis as they did not meet the a priori conditions set. Noteworthy here is that these factors were concerned with how to deal with the perpetrators and not the victims. A plausible explanation as to why these issues loaded low could be that respondents may Second, the perceived self-efficacy and professional role resistance scales lost three items that had to do with lack of time for IPV inquiry, access to information to manage IPV, and challenging whether IPV is part of the medical practice. The reason why these items loaded low is difficult to explain and deserves further scrutiny in future work. However, a plausible explanation, at least for the later two, is that IPV inquiry is not yet an integral part of healthcare practice at this facility. An understanding of what access to information on how to manage IPV implied or the role of IPV inquiry in medical practice might have varied, leading to random response to these items. Introducing protocols on IPV inquiry at this facility in the future thus could help align providers understanding of such issues.
To assess factor distinctiveness, bivariate correlations were established between the emerging factors. These correlations, though statistically significant, ranged from low to moderate, indicating that though inter-related, the factors represent rather distinct aspects of provider readiness to screen.
The current study attempted to assess the usefulness of an already existing instrument (developed in the western world) in the Nigerian context and found the instrument applicable based on its structural validity. However, the item pool used in this study may not be exhaustive of challenges to screening for IPV in the Nigerian context. Qualitative studies could reveal additional challenges to screening specific to the Nigerian context. Indeed dissimilar cultural values could imply unique sets of challenges to screening in each culture. For example, recent studies on violence indicate that in many SubSaharan countries including Nigeria, wife beating remains an acceptable societal norm.P 21 P How such norms may pose specific challenges to screening both from a patient and provider perspective remain to be studied. In addition, other aspects of the validity of the instrument (e.g. concurrent and discriminate validity) may help further validate the usefulness of this instrument in the Nigerian context. These aspects are currently being studied separately.
In conclusion, the factorial stability and internal reliability of the DVHPSS scale in the Nigerian sample has to a large extent been confirmed and can therefore be used to scrutinise readiness to screen for IPV among Nigerian healthcare professionals. However, the Nigerian healthcare providers made an important distinction between victim and provider safety unlike peers in the developed countries.P 15
In addition, batterer-related aspects of screening did not figure as significant factors in this analysis, suggesting that cultural specific factors could play a role. Finally, issues pertaining as to whether IPV should be considered a part of medical practice or access to information on IPV management did not specifically load under any factor, suggesting that the question may have been variedly understood. Clarification of what screening implies (e.g. using protocols) may be useful to align healthcare providers' understanding of these items. Further investigation of the other aspects of validity is warranted to understand occupational, demographic and cultural aspects that could impede or promote screening activity in this context.
